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Notice:
Large Jail Network Meeting

The next meeting of the Large Jail Network will be held in July in Denver,
Colorado. You will be notified of specific dates and hotel information prior to April
1, 1992.

As we discussed, this meeting will be devoted to the Americans with Disabilities
Act (ADA). We will have both peer panels and panels consisting of recognized
experts from the field and the U.S. Department of Justice.

Since this meeting is in the early planning stages, any recommendations
concerning specific aspects of the Act or the format of the presentations will be
welcome.

-Michael O’Toole



by John H. Clark, M.D.,
M.P.H., C.C.H.P. and Bertha
Mackey, R.N., Medical
Services Unit, Los Angeles
County Sheriff's Department,
Los Angeles, California

Every day in the Los Angeles
County Jail System we admin-

ister in excess of 28,000 individual
doses of prescribed medications.
This task is very labor-intensive for
the nursing staff in that Title 15,
Section 1216(d) and (f) of the
California Administrative Code,
which governs correctional facilities,
requites that the administration of
every dose of medication must be
observed and documented in the
medical record. The basis for this
regulation is a concern that an
inmate may hoard his/her medication
to attempt suicide, to get a buzz, or
to sell to another inmate.

Although this is a valid concern in
the traditional context of a correc-
tional setting, in the reality of the
“new world urban jail,” this
philosophy’s time has come and
passed. The contraband problems in

Breaking Out of Tradition:
Inmate Self-Medication

today’s jail have little to do with
medications prescribed and given by
medical staff.

What is more important is that we
ensure that the jail inmate-who is
virtually a moving target as he/she
goes to court, sees visitors, goes to
the law library and so forth-
receives prescribed medications. Our
methodology must ensure that:

l The inmate receives medications
in such a way that optimal blood
levels are maintained and that the
therapeutic objective is met.

l There is appropriate documenta-
tion in the medical record to
ensure that both a clinical and
legal audit trail are maintained.

l Nursing staff are appropriately
utilized: the skills of nurses
should be used rather than
reducing the nursing function to
bookkeeping.

Over the twelve months between
October 1990 and September 1991,
the Los Angeles County Sheriff’s
Department Medical Services Unit

has clearly

manage patients in a high-volume,
high-turnover urban jail.

Program Components
Following are the essential compo-
nents of a successful inmate self
medication program.

1. First and foremost, the medical and
nursing leadership must accept
and adopt the position that essen-
tially the medical problems we
treat in jails are no different from
those in the free community, and
that the patients are the same
patients one would treat in a
private office or a public health
clinic. Some patients in the free
community are compliant and
some are not. Therefore, there is
no reason to assume that the
patient/inmates we see in jail will
not be compliant.

2. We must gain the support and
approval of custody command
staff in designing such a program.
In view of the fact that we control
prescription medications in the jail
environment, problems with
contraband in our facilities do not
involve prescribed drugs. In fact,
when inmates discover that a
particular medication has been
approved for the self-medication
program, that medication is no
longer desirable in the contraband
market, The drug problems in



urban jails involve drugs that are
illegal regardless of whether the
setting is corrections or the free
community.

3. Another facet of a successful
program is a clearly stated policy
that is signed and approved by the
responsible physician, the nursing
director, the health services admin-
istrator, and the facility
commander/custody chief.

4. It is important to develop a set of
criteria for participation in the
program. The criteria should
define the following as contraindi-
cations for participation:

l Prescription of psychotropic or
injectable medications.

l Debilitating mental illness.

l Debilitating developmental prob-
lems.

l Significant OBS.
l Physical handicaps preventing

self-administration.

5. An approved list of drug categories
should be established. These may
include antibiotics, antimicrobials,
anticonvulsants (Dilantin only),
and any other drug approved in
writing by the responsible physi-
cian.

6. A standardized system for pack-
aging and labeling using unit
dose blister packs or “bingo-
cards” is vital. This will facilitate
easy identification by custody
staff, as well as enable staff to
determine if the medication has
been tampered with.

7. The nursing staff must instruct and
educate the patient on how to take
the medication and must docu-
ment this education in the record.
Moreover, the nursing staff should
monitor compliance on a weekly
basis.

8. Staff should prepare a monthly
report that summarizes program
activity, including:

l Number of inmates started in
the program

l Number of inmates who main-
tained compliance

l Number who were non-
compliant

l Number who lost medications
l Number of medications

discarded by custody staff.

9. Ongoing briefing of custody
personnel is vital to ensure that
they are familiar with the program
and can recognize approved medi-
cations by the way they are pack-
aged. A five- to six-minute
videotape can be used to accom-
plish this task quite adequately.

Program Acceptance
On November 7, 1991, the
California Board of Corrections
approved our self-medication
program as an alternative means of
complying with Title 15, Section
1216(d) and (I). This approval is
subject to review by the California
Medical Association’s Jail and
Detention Facility Committee within
eight months and to final review in

twenty-four months. I anticipate that
this section of Title 15 will eventu-
ally be revised to include alternate
means of administering prescription
drugs.

In the current climate of urban
jails, it is critical that we break out

of the traditional practices that were
established twenty or thirty years
ago. A carefully developed self medi-
cation program can help us meet our
goal of providing medical care
meeting community standards.
Failure to move, change, and use
innovative health delivery methods
will leave our jails imprisoned in
antiquity.

For further information, contact John
H. Clark or Bertha Mackey at the
Medical Services Unit, Los Angeles
County Sheriffs Department, 441
Bauchet Street, Los Angeles, Cali-
fornia, 90012; (213) 974-0149. l



Structured Volunteer Clergy Program
Improves Services to Inmates

by Harold B. Wilber
Director, Department of
Detention, Broward Sheriff's
Office, Fort Lauderdale,
Florida

hen I was hired in August
1989 as the Director of

Detention in Broward County, I was
the sixth director in five years. The
detention department was experi-
encing phenomenal growth and
employed more than 1,300
employees, two-thirds of whom had
worked for the Broward Sheriff’s
Office (BSO) for less than five
years. The county’s three jail sites
housed over 3,300 inmates, and a
long-standing federal suit to improve
conditions was in effect.

At that time, a full-time chaplain was
not assigned, but an ordained
minister occupied a position as
“Crisis Intervention Counselor.” His
main function was responding to the
counseling needs of BSO employees,
especially following events such as
shootings and SWAT callouts, and
he played no role in religious
programming for inmates.

Following that counselor’s retire-
ment from BSO, I converted a case-
worker position to that of a chaplain
and hired, coincidentally, a former
caseworker who was also an
ordained minister. The new chaplain

was clearly the best candidate, and
we received the extra benefit of
hiring someone who not only knew
the system but was also aware of
shortcomings of the existing reli-
gious programs.

Unstructured Programming
Religious programs in the jails at
that time were “managed” by the
caseworkers and ranged from very
limited to excessive in scope. Local
clergy involvement in the “auxiliary
chaplain program*’ was strictly volun-
tary, and with more than 100 volun-
teers, the program was out of
control. Volun-

tions, character,
and even the agenda of some volun-
teers who had access to the jails.

In addition, past sheriffs had issued a
variety of IDS to the auxiliary chap-
lains, even authentic-looking gold
star badges. Volunteer chaplains
roamed through the facilities at will,
and, along with caseworkers who
were notaries public, conducted such
business as performing marriages
with seemingly little regard for
reason or control. The situation
generally caused me concern, partic-
ularly regarding security.

A Structured Solution
I directed the new chaplain to square
things away. I pointed him to
American Correctional Association
and National Institute of Corrections
guidelines for inmate religious
programs and the use of volunteers.

The first thing he did was to purge
the outdated chaplain volunteer
roster. Next, we developed a policy
and procedure on religious programs
and operations orders for clergy
volunteer clearances. A form was
created for volunteer applications,
procedures for background checks

were set in place, and a new, stan-
dard “volunteer clergy” ID was
adopted that contains a photograph,
identifying information, and a state-
ment that the bearer has no arrest
powers. Further, we established a
training program for the volunteers
and published a schedule for reli-
gious activities. Past, current, and
new volunteers were informed about
what was being done, and why.

The sheriff supported our efforts.
The volunteer clergy and reli-

gious programs were dovetailed with



other programs to ensure comple-
mentary effects. The Alcoholics
Anonymous, Narcotics Anonymous,
Cocaine Anonymous, and GED
programs also were scrutinized as to
who was involved, when, and where,
and there was a general tightening
up all around. We discovered that
the tightening up actually expanded
inmates’ overall exposure to real
programs that were wholesome and
in tune with security needs.

Program Development
Our chaplain develops the religious
volunteer program by holding meet-
ings with representatives from
several major religious faiths. This
recruitment effort includes those
who speak other languages and repre-
sent such groups as Hispanics,
Haitians, and Jamaicans. In our
volunteer training, it has proven to
be more effective to meet separately
with each religious group, such as
Catholics, Protestants, Jews, and
Muslims. This also allows us to
develop a team concept and get feed-
back from the groups, which
prevents problems.

Groups now provide religious mate-
rials as well as special services
during holidays. Both religious and
non-religious days are observed,
including Chanukah, Christmas,
Thanksgiving, and Mothers’ Day.

Our chaplain is often asked to speak
to different congregations. He
educates church members on the
jails’ needs and describes opportuni-
ties for members to become

involved. The chaplain also is a
guest on radio talk shows. The whole
process is a successful marketing
effort.

Volunteer Appreciation
Inmate religious programs are not
only required, they are certainly
beneficial. Budgets don’t always
allow for full-time clergy and secre-
tarial support; thus, our volunteers
are a great asset in helping inmates
adjust to confinement, providing
valuable counseling, and serving as a
vital link to the community.

W e very much appreciate our
volunteer clergy, and to show

our appreciation, we hosted a break-
fast for them on a recent Saturday.
The volunteers, in turn, appreciate
the clear guidelines and policies we
provide them. We feel that we are
more effective because everyone
involved is operating off the prover-
bial “same sheet of music.”

Anyone interested in obtaining
copies of our regulations addressing
religious matters
may write me,
Harold Wilber, or
our Chaplain,
Rick Braswell, at
the Department
of Detention,
Broward County
Sheriffs Office,
555 S.E. 1st Avenue, Fort Lauder-
dale, Florida, 33301. n



Privatizing Jail Food Services

by John J. Mulry, Chief
Deputy, Pinellas County,
Florida, Sheriff's Department

A question that many jail adminis-
trators are asking themselves

today is whether they should
privatize their jail’s food service
program or continue to operate it
through either their sheriff or county
government. A variety of issues
must be addressed in making this
decision.

A recent survey was completed in
Florida that indicated that counties
with small inmate populations-200
inmates or less-usually procured
their inmate meals from a nearby
state facility or prepared their own
food. County jails with larger inmate
populations, from 600 to 1,000
inmates, generally prepared their
own food. One county, with an
average inmate population of 2,000,
contracted with a private provider.
Other large counties continue to
prepare their own inmate meals.
Many sheriffs are reluctant to
privatize, as they don’t want to lose
control of that aspect of jail opera-
tions.

Pinellas County’s System
Having looked carefully at the ques-
tion of whether to contract for food
services, the Pinellas County

Sheriff’s Department has decided at
the present time to operate its own
food services. Key points about our
system are as follows:

l Perishable foods and dry goods
contracts are awarded after sealed

bids are accepted. These contracts
are awarded for a period of twelve
weeks. Perishable products
include bread, milk, fresh vegeta-
bles, and frozen foods. Dry goods
consist of all bagged and canned
goods.



l Menus are prepared to provide
3,600 calories per day per inmate,
in accordance with our dietitian’s
and state’s requirements. Other
diets or meals are prepared for
inmates with medical problems or
religious objections. Menus are
rotated every four weeks to
provide a wide variety of foods.

l Our average daily jail population
is between 1,850 and 1,900

inmates. During fiscal year
1990/91, we served 2,075,236
meals, an averages of 5,685 meals
per day.

l The average cost per meal,
including salaries, overhead, and
supplies, was $1.38. The average
food cost was $0.91 per meal. The
average per-meal cost for budget
year 1991/92 is expected to be
$1.47 including overhead, and
$0.99 excluding overhead.

Conclusion
Many jurisdictions are faced with the
question of whether or not to
privatize their jail’s food operations.
The answer depends on each
county’s jail inmate population,
current cost of food operations, avail-
ability of kitchen personnel, the
federal and state demands placed on
food operations, the availability of
inmate meals from other govern-
mental agencies, and whether the
sheriff’s department or other local
governing unit wants to rid itself of
the food preparation process
completely.

Privatization does not in itself
eliminate the sheriff’s or the

governing unit’s liability for food
preparation or riots by inmates.
Many governmental agencies have
entered into private food contracts
only to find out that their contract
food costs are rising each year while
the quality of inmate meals is
declining. Many jails must also still
provide security for the kitchen staff
and deliver meals to the inmates.
The sheriff or governing unit must
continue to provide equipment, main-
tenance, and often, food storage
space for the provider.

Of course, the final basis for the deci-
sion must be, “Does privatization
really save taxpayer dollars or not?”

For further info, contact John J.
Mulry, Chief Deputy, Pinellas
County, Florida, Sheriffs Depart-
ment, 14400 49th Street, North,
Clearwater, Florida, 33520-2890. n



Suicide Prevention in the New York City
Department of Correction

by Roger Parris,
Director of Health Services,
City of New York Department
of Correction

L ike other cities and counties
around the nation, New York

City is coping with huge increases in
its jail population and with corre-
sponding increases in the number of
individuals who come to us with
serious mental health problems. This
article will address one of the more
difficult challenges facing the NYC
Department of Correction: suicide
prevention.

First, I will briefly describe the NYC
Department of Correction jails
system and review the characteristics
of the inmate population, in partic-
ular their mental health problems. I
will then describe the system,
programs, and policies that have
been established to serve and
manage mentally ill inmates in the
NYC jails. In particular, I will high-
light a unique suicide prevention
initiative, the “Inmate Observation
Aide Program.” Finally, I will
conclude with some ideas for
enhancing mental health care in your
jails.

Characteristics of the
Inmate Population
The New York City Department of
Correction is responsible for adminis

tering seventeen jails. Today, as
usual, these facilities are operating at
over 100 percent of capacity, with
more than 20,000 individuals in
custody. We experience rapid inmate
turnover: over 115,000 individuals
are admitted to

days. More
than 65 percent of the inmates in the
system are pretrial or presentence
detainees.

The individuals remanded to our
custody have many programming
needs. Several facts about the
makeup of our population are critical
to understanding the problems
involved in serving our inmates:

l 57 percent are black, 33 percent
are Hispanic, 9 percent are white,
and 1 percent are other.

l 82 percent are male.

l 10 percent speak a primary
language other than English.

l 60 percent read below a fourth
grade level.

l 83 percent am unemployed at
arrest and lack job readiness skills.

l 39 percent were raised by one
parent.

l 14 percent of all inmates and
23 percent of women inmates
reported being abused as children.

These demographic and social char-
acteristics define a population that
requires critical services beyond
those available through the mental
health providers in the jails.

Over the past several years, the crack
epidemic has only exacerbated this
need for comprehensive services. In
New York, we are seeing the conse-
quences among the inmates in our
facilities:

l 85 percent of inmates surveyed in
August 1991 reported using drugs
at least once a week prior to
arrest; 60 percent reported use of
more than one drug prior to arrest.

l 74 percent of those given urine
tests in Manhattan central booking
tested positive for cocaine.

l Over 18,000 inmates per year
receive methadone detoxification.

l The city Department of Health
estimates that 50 percent of the
inmate population has a history of
intravenous drug use, and a recent
blind seropositive study of
inmates indicated that 26 percent
of women and 16 percent of men
were HIV-positive.



These statistics illustrate some of the
grave problems facing individuals in
our custody. I would like to focus
here on their mental health needs.

Mental Health Needs in NYC Jails
Since 1986, the number of new
admissions referred for mental
health evaluation has risen from
21 percent to over 25 percent.
According to our health care
providers:

l 38 percent of new admissions
have a history of suicidal threats.

l 20 percent currently evidence
suicidal ideation.

l 45 percent have severe personality
disorder.

l 10 percent experience auditory
and visual hallucinations.

l 11 percent evidence paranoid
ideation.

l 56 percent have significant depres-
sive feelings.

l 11 percent are concerned about
self-mutilation.

By the time inmates with these levels
of mental illness-exacerbated by
substance abuse problems-reach
the jail with its stresses and
crowding, they are truly individuals
in crisis.

Developing Systemwide
Suicide Prevention Programs
and Policies
Two key factors have enabled the
system to respond effectively to the
mental health needs of inmates,
particularly those who are suicidal:

an interdepartmental emphasis on
standards, and the availability of
funding.

In the late 1970s and early 1980s,
more than eighty inmates had taken
their lives in New York City correc-
tional facilities. The NYC Depart-
ment of Correction, the Department
of Health, the Department of Mental
Health, Mental Retardation and
Alcoholism Services, and the Health
and Hospital Corporation made a
serious commitment to reduce the
number of suicides among the
inmate population.

In 1985 the Board of Correction, an
oversight agency, promulgated a
comprehensive set of mental health
minimum standards that established
a range of services and served as an
impetus for change. The standards
institutionalized policies and proce-
dures that these agencies were
already following or planned to
initiate. Because of the standards,
funding was appropriated to increase
mental health staffing and provide
mental health training for custodial
staff assigned to mental health
housing areas.

City Health Department
Components
By City Charter, the New York City
Department of Health has overall
responsibility for the delivery of
health care to inmates. Mental health
services are provided in every jail,
either directly by the Department of
Health/Prison Health services or
through contracts with vendors.

The staff consists of psychiatrists,
psychologists, social workers, and
other treatment staff who provide
crisis intervention, suicide preven-
tion, therapeutic counseling, and
medication services. While the
primary responsibility of the mental
health program is crisis intervention,
particularly as it relates to suicide
prevention, staff also focus on stabi-
lizing psychotic and depressed
patients. The Department of Health
provides three levels of mental
health care:

l Outpatient services are provided
for the general population,
including inmates with minimal
mental disturbance who can func-
tion without medication or who
requite only short-term medica-
tion for stabilization.

l Mental observation beds are
maintained for inmates who are
suicidal, unable to function safely
in a general population area, or
need medication more than once a
day. These inmates are seen on
daily rounds by non-psychiatric
clinical staff and are scheduled for
weekly visits with a psychiatrist.
Those who evidence continued
suicidal ideation or who have a
history of suicidal behavior are
observed more closely. Mental
observation units vary in size from
thirty to fifty beds in either single-
cell or dormitory housing, for a
total capacity of 549.

l The Mental Health Center has a
capacity of 189 beds and provides
twenty-four-hour subacute psychi-



atric and nursing coverage. All
patients are seen on multiple daily
rounds by both psychiatric and
general clinical staff. Emphasis is
placed on frequent observation of
patients with significant suicidal
potential or other serious acting
out behaviors. Individual treat-
ment is scheduled twice weekly
for those requiring enhanced
suicide watch.

Municipal hospital forensic units are
available for inmates whose condi-
tion deteriorates and who cannot be
stabilized in the Mental Health
Center, and also for those who
require acute care.

Correction Department Initiatives
The Department of Correction has
also initiated an array of measures to
prevent inmate suicide in its jails:

l The department has designated
more than 700 mental health beds
for male and female inmates in the
jails. These beds are provided both
in single-cell housing and dormi-
tory housing for suicidal inmates.

l The department has designated
“Enhanced Suicide Observation”
beds in the mental health housing
units. Inmates are placed in an
area that allows for enhanced
observation by custodial staff and
specially trained Inmate Observa-
tion Aides. Special Observation
logbooks are maintained, with
entries required every fifteen
minutes.

l The department has provided
twenty-eight hours of inservice
mental health training to more
than 900 correctional officers and
supervisors who are assigned to
mental health housing units.

l The department initiated a holiday
season “mental health alert” flyer
to remind staff to watch for
inmates who exhibit signs of
suicidal behavior.

Despite significant increases in the
inmate population, we have substan-
tially lowered the number of jail
suicides from eleven in 1985 to three
in 1991. The decrease is a result of
the departments’ commitment to
provide mental health treatment
services and training for uniformed
and civilian staff, along with the
establishment of mental health obser-
vation dorms and the Inmate Obser-
vation Aide Program.

Inmate Observation Aide Program
The prevention methods discussed
thus far are based on the segregation
and intensive observation of inmates
who have been identified as poten-
tially suicidal. But what about those
inmates who don’t initially show
signs and later develop suicidal tend-
encies?

The Inmate Observation Aide
Program allows the department to
intervene with and help individuals
who display a potential for suicide or
suffer from mental illness after
making it through initial screening.
The program was developed to
watch over those inmates who are

housed in new admissions housing,
punitive segregation, administrative
segregation and protective custody,
the Mental Observation Housing
Units, and all adolescent housing.

The Observation Aide Program,
which was begun in 1982, trains

staff and inmates to prevent and
intervene in suicide attempts. The
program is staffed by three officers
and a captain, who is the program
coordinator. All staff am state-certi-
fied as trainers and have received
training in mental health, crisis inter-
vention, and suicide prevention.
Since 1982, the program has trained
8,500 officers, with 659 trained in
1991.

At thirteen jails, Observation Aide
instructors who are correction offi-
cers conduct weekly suicide preven-
tion training for inmates, who are
employed as Observation Aides
within their facilities. Observation
Aide Instructors also assist in investi-
gations of suicides and attempted
suicides, and report dangerous or life-
threatening conditions observed
during their tours of housing areas.
The instructors provide a critical
service. Their successful training
efforts have helped the department
develop a proactive approach to
saving lives.

Prior to their assignment by security,
inmates participating in the Observa-
tion Aide program must be medi-
cally cleared, receive the required
training, successfully pass the
prescribed examination, and be certi-
fied by an Observation Aide



instructor. Training for Observation
Aides is continuous. The first
requirement is that all prospective
aides receive and read the suicide
prevention training guide. Approxi-
mately 54,000 inmates have been
trained since 1982, with 8,200
trained in 1991.

Each aide is responsible for
conducting six vigilant patrols per
hour of an assigned area at irregular
intervals. They must talk with
inmates to identify their needs and
promptly report any unusual or

want any conflict or confusion about
whose responsibility it is to take
action.

One of the many benefits of the
Observation Aide Program is the
number of inmates it employs. At
any given time, approximately 700
inmates are employed by the
program. Aides are paid $0.40 per
hour for this job.

The actual employment is a benefit,
but no more than the self-worth the
aides receive from doing this type of

work. The

suicidal behavior to the correction
officer on duty. Aides also note in
the Observation Aide logbook all
incidents of suicide attempts or acts
of unusual behavior. When neces-
sary, aides assist the correction offi-
cers following suicide attempts or
actual suicides by, for example,
holding up a hanged inmate while
the officer cuts the individual down.

Since the implementation of CPR
training for correction officers at the
Correction Academy, Observation
Aides are no longer required to be
certified in CPR. The ultimate
responsibility for the care, custody,
and control of all inmates rests with
the correction officer on duty, and in
an emergency situation we do not

tive change in
aides’ attitudes and behavior has
been attributed to their participation
in the program. Once in the program,
many of the aides view life from a
different perspective; that is, they
now believe that they do make a
difference.

Recommendations
I would like to conclude with some
ideas for improving mental health
care in jails, along with steps that
must be taken in the future to deal
more effectively with the mentally
ill. My advice to other correctional
systems would be as follows:

l Establish a multi-faceted program
designed to facilitate the identifica-

tion, referral, and treatment of
inmates who are suicidal and/or
seriously mentally ill at any point
during their incarceration, but
particularly at high-stress points:
on admission, after a court adjudi-
cation when the inmate is returned
to the jail, or following the receipt
of bad news regarding the
offender or his or her family.

l Ensure that there are agreed-upon
criteria for admission to each level
of care.

l Dedicate dormitories or open
wards to house suicidal inmates. If
cells or rooms must be used, they
should be as nearly suicide-proof
as possible; that is, they should be
without protrusions that an inmate
can hang from, including cell
vents and window knobs.

l Designate enhanced suicide watch
dorm beds and cells that are the
most visible to the officer.

l Establish ongoing suicide preven-
tion/mental health training that
includes CPR and first aid.

l Establish monthly meetings
between facility executive staff
and mental health unit chiefs to
coordinate the delivery of
services. Minutes should be kept
of these meetings.

l Establish an Inmate Observation
Aide Program.

l Be cognizant of and plan for the
increased admission of inmates
needing treatment for substance



abuse and its related social and “solve” the crisis. We must as a
psychiatric problems. You can nation focus our attention on solving
also expect to see a greater need the societal problems that have inten-
for suicide prevention among the sified demands on jails’ mental
growing number of HIV-positive health programs. The jail is not the
inmates. A recent study found the best place for the homeless, who
suicide risk to be greater for men present myriad social, medical, and
ages twenty-five to fifty-nine with psychiatric problems, nor for HIV-
AIDS than for a comparable group. positive individuals, some of whom

are beginning to present suicidal
l Finally, you should expect to see- ideation and AIDS dementia. These

if you are not already seeing- individuals, even when arrested for a
HIV-positive inmates who are crime, cannot be adequately and
suffering from AIDS dementia. appropriately treated in jail.
Who will be the primary
caregiver, medical or mental we continue to dedicate more
health, particularly when the money to jail and prison
patient needs chronic care? construction while funding for

mental health substance abuse and
The treatment and suicide prevention other critical social welfare services
services I have described are exten- remains limited. To an extent, this is
sive. I know of no other correction an appropriate and necessary policy;
system in the United States that however, imprisonment alone does
offers such a broad range of services. not address the fundamental prob-
Given the rapid turnover of our popu- lems: addiction, poverty, lack of
lation, implementing these initiatives education, and social alienation.
has been an especially difficult
challenge. Nevertheless these What is needed is a much more
programs clearly indicate our willing- creative range of housing, health,
ness to be creative and flexible in education, and substance abuse
responding to the mental health programs in the communities across
needs of our inmates. our country. Until society decides

that it cares enough to deal with
mental health and substance abuse

Conclusion problems, we as professionals need
I would like to close with steps that I to develop alternative proposals for
believe must be taken in the future to treating the mentally ill more effec-
deal more effectively with the tively and in less costly ways than
mentally ill in the jails. warehousing them in the jails and

prisons of this country.
While I believe that developing and
implementing correctional strategies Thank you for the opportunity to
to deal with mentally ill inmates is share these thoughts. I hope that this
important, such programs do little to article will stimulate some of the

energy and ideas that are so desper-
ately needed.

For further information, contact
Roger Parris, Director of Health
Services, City of New York
Department of Correction,
60 Hudson Street, New York, New
York, 100134393; telephone
(212) 266-1420. n



Recommended Reading

Policy Statement Regarding the
Administrative Management of HIV
in Corrections. Chicago, Illinois:
National Commission on
Correctional Health Care. 1991.

An amended set of policy statements
is provided to assist correctional
facilities in designing procedures for
the administrative management of
HIV-positive inmates and health
care workers. HIV testing, inmate
housing, medical precautions,
prevention, education and coun-
seling, and confidentiality are
addressed, as are responses to poten-
tial risks posed by HIV-positive
health care workers. This policy
statement covers an issue that is not
addressed by the Commission’s stan-
dards.

Guide for Development of Suicide
Prevention Plans. Austin, Texas:
Texas Commission on Jail
Standards. 1991.

Providing a structure on which to
base a comprehensive suicide preven
tion plan, this document prompts the
planner through each aspect of
suicide response. Main subjects
covered include staff training,

screening and identification of jail
inmates at risk for suicide, communi-
cation among staff regarding at-risk
inmates, housing, supervision/obser-
vation, intervention in a suicide
attempt, and reporting and investiga-
tion of successful attempts. The
project was supported by the
National Center for Institutions and
Alternatives under a grant from the
National Institute of Corrections.

Prisoners As Multi-System Users
(Draft). San Francisco, California:
City and County of San Francisco,
Department of Public Health.
Forensic Services. 1991.

With the goal of diverting more indi-
viduals from San Francisco’s
crowded jails, the authors identify
opportunities for collaboration
between local jails and various
community-based agencies to
provide appropriate programming
and treatment. Statistics on jail
inmates’ social and health services
needs are presented, along with
specific recommendations for new or
modified social, medical, and mental
health services and sentencing alter-
natives.

Single copies of these documents may be requested by contacting
the NIC Information Center at (303) 939-8877, or sending your request
to 1790 30th Street, Suite 130, Boulder, Colorado, 80301.
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